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This REQUIREMENT is not met as evidenced
by:

Based on observation, interview and record
review, it was determined the facility failed to
ensure services provided by the facility met
professional standards of guality for one resident
(#1) In the selected sample of 15 and one
resident (#16) not in the selected sampled. On
08/18/10 at 5:00 PM during a medication pass,
Licensed Practical Nurse (LPN)} #1 failed to
administer in accordance with physician orders
the residents' medications. Findings include:

1. Resident #1 was admitted to the facility with
diagnoses to include Heart Failure, Depression,
Anxiety, Peripheral Vascular Disease, and
Diabetes.

A review of physician's orders, dated August 8,
2010, revealed an order for fasting blood sugar
four fimes a day to include before meals and at
bedtime. The times indicated were 6:00 AM,
11:00 AM, 4:00 PM and 8:00 PM with Regular
Insulin one unit for every 10 above 200 and call
the physician if reading greater than 400.

An observation during the medication pass, on
08/18/10 at 5:00 PM, revealed LPN #1
administered the resident's medication (Regular
Insulin 6 units) at 5:15 PM to his/her abdomen.

2. Resident #16 was admitted to the facility with
diagnoses to include Diabetic Foot Uicers,
Diabetes, and Severe Paranoid Schizophrenta.

A review of the physician's orders, dated 08/01/110
through 08/31/10, revealed an order for Novalin R

Residents # 1 and # 16 was not
negatively affected by the deficient
practice. LPN administering medicatio
outside of time frame was counseled o
8/19/10 regarding medication
administration guidelines.

Any resident that receives insulin have
the potential to be affected.

The Licensed nurse was counseled on
8/19/10 on deficient practice and the
remainder of the Licensed staff and
medication aides were educated on
8/20/10 and 8/21/10.

Audits (Exhibit B) of the medication
pass will be conducted weekly for 4
weeks, then monthly for 3 month, then
quarterly by Nursing Director or
designee to ensure compliance. All
findings will be reported to the Directd
of Nursing Service. The Director of
Nursing Service will report findings at
the Quality Patient Care Committee
meeting.
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400 units/milliliter {ml), sliding scale as follows:
four times daily at 6:00 AM, 11:00 AM, 4:00 PM
and 9:00 PM, inject subcutaneous per sliding
scale give one unit for every 10 greater than 200.

An observation during the medication pass, on
08/18/10 at 5:00 PM, revealed LPN #1
administered the resident’s medication {Novolin R
8 units) at 5:20 PM to Resident #16's right arm.

An interview with LPN #1, on 08/19/10 at 4:40
PM, revealed she had an hour before or affer to
administer th medication. She reviewed
Residents #1 and #16's orders and stated the
Insulin was ordered at 4:00 PM. LPN #1 stated
she did not administer the medication as ordered.
"l gave the medication outside the time frame and
that is my fault.”

An interview with the Director of Nursing (DON),
on 08/20/10 at 1:27 PM, revealed the staff have
an hour before or after to administer the
residents' medications. She stated there had
besn no reported problems of staff not being able
to administer the medications within the time
frame. The DON stated, "if the staff are running
behind, then they should be asking for help." She
reportad LPN #1 informed her the medications
were given outside the time frame and she
expeciad the staff to administer the medication as
ordered.
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